from consideration of a number of items:
• Figure 1 is intriguing. If I am interpreting it correctly, this figure appears to be presenting the prevalence of ASD following the B and K birth cohorts as they age and comparing parent and teacher reports. If this is correct, additional focus should be given to this information. The remainder of the paper is assessing children crosssectionally at 10-11 years comparing two cohorts born 4 years apart. While the study design afforded the cohort equal follow-up time by assessing prevalence at age 10-11, the last year for assessment of the K cohort was 2010 and for B cohort was 2014. I believe that this is an important methodologic issue as community awareness of ASD among both parents and teachers may have increased substantially between 2010 and 2014. This may also be differential by parent vs. teacher report. It is interesting that the prevalence among 8-9 yr olds and 10-11 yr olds in the teacher K cohort was stable while it increased linearly for the teacher B cohort at these ages and was stable in this group between 6-7 yr olds and 8-9 yr olds. This may suggest a "catch up" effect with respect to placement of children in an autism special education category as the B and K cohorts were assessed within potentially different contexts (2014 vs. 2010 ). This issue should be presented and discussed.
• While authors do discuss the fact that the teacher prevalence likely reflects objective and strict eligibility requirements for specific special education classes, they do not suggest that this may account for some of the lower teacher vs. parent reported prevalence. The discussion states that about 1/3 of the children with parent reported ASD were also reported by teachers to have ASD, but it isn"t clear whether this was an aggregate difference or an actual assessment of the number of children identified by both. If the authors were able to do the latter, it would be informative to assess whether they are higher functioning children with ASD and how this changed over time. This information would better serve the proposed conclusions.
• With respect to substitution of special education category placement, the main analysis does not follow the children longitudinally to accurately assess whether potential substitution of special education placement is occurring. For example, if a child is placed in an emotional/behavioral class at age 6-7 and is then moved to an autism class by age 10-11 and prevalence of ASD is measured at both time points with autism prevalence increasing at age 10-11 with emotional/behavioral decreasing this would be a reflection of substitution of special education placement. Currently, the assumption is that the characteristics of the population are the same such that the substitution of placement categories is due to greater awareness of autism and use of it more frequently as a placement category. Yet, the authors present that the 10-11 year old cohorts are not entirely similar. More specifically, the differences in the behavioral profiles of the cohorts could appropriately account for the changes in special education placement. In addition, using the term "diagnostic" substitution is not entirely accurate as the authors are not using a diagnosis of autism, etc. rather placement in special education.
• In the Tables, it is very difficult to discern and compare the populations for the various characteristics and outcomes because a range is given for the sample sizes due to varying degrees of missing data. This should be revised and 1 complete sample should be represented and the authors can discuss any differences among those missing data.
• Table 3 categorizes children into moderate-severe ASD, mild ASD and No ASD. It is not easily discernable whether the distribution of severity differs between cohorts B & K. It would be helpful to include a column of ASD overall to easily compare the 2 cohorts by severity and the various characteristics.
• The Strengths and Limitations bullets do not specifically address the strengths of the study
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Author summary: May and colleagues assess data from two nationally representative cohorts of children at ages 10-11 years, and evaluate the changes in ASD diagnosis, other clinical features, and demographic features. They find that prevalence of ASD is higher in the K cohort compared to the B cohort consistent with the published data, and that calculated from teacher reports is higher than the prevalence from parent reports. The authors also find clues for possible diagnostic substitution as children in the K cohort had a higher frequency of behavioral and emotional features compared to the B cohort.
The data presented in the paper are very relevant in our understanding of the biases in the diagnosis of autism. This study definitely provides valuable insights on this complexity. I feel that the manuscript could be improved by addressing the following points:
(1) Because the study has data collected from parent and teacher reports from two cohorts (K and B), it is sometimes hard to keep track of the comparisons, and the interpretation of the results.
(2) It would be useful if the methods section and the results are reorganised, and clarify what exactly is the "take-home" message from comparisons of parent and teacher reported prevalence, and prevalence difference between K and B cohorts. Also, the results have been reported and discussed for parents and teacher groups separately, while the conclusion is generalized. Does the conclusion also apply to parent and teacher reported diagnoses independently or are the authors only interested in the combined metric?
(3) The stark differences in the prevalence rates reported by parents and teachers has been attributed to the differences in the survey methods and questions. But they have not been explored in depth the bring out the following biases, a) Dramatic differences in the context in which the questions were posed to the teachers vs. parents. i.e., parents were asked a direct question about a disease, whereas teachers were asked questions about the need for specialized services.
b) The number of disorders (3 vs.9), the level of granularity of the discomforts associated with the disorders and the order in which they were listed are very different between parents and teachers. This is bound to skew the responses in different directions. c) Though the paper talks about the DSM-5 manual that was released in 2013, it could highlight the fact that the B cohort were assessed in 2014 after DSM-5 was published. This is important because expansions were made to the diagnostic criteria for Autism Spectrum Disorder in the DSM-5 manual. This expansion includes the classification of "Asperger"s syndrome" as an Autism Spectrum
Disorder. Attributing effect of this particular change (as well as other related changes) to the increase in diagnosis could help draw robust conclusions. These biases matter because the results are generalized to be applicable to the combined results of parent/teacher reported measure between two cohorts. This also renders the charts that make direct comparison between parents and teachers ineffective. At least the authors should discuss these points up front in the limitations and in the discussion.
(4) The study doesn"t account for the effect of the change in public awareness of Autism over the past two decades, which could have resulted in the increase in diagnoses.
(5) The paper could have provided a few suggestions on addressing the social and economic implications of the rise in prevalence numbers due to various factors that lead to this increase.
(6) There are some aspects in the paper that need further clarity in description or removed to avoid confusion. For example, the description of "waves of data collection" is not clear. Also, the context of assessing "remote" versus "non remote" location is not clear. Similarly, is there an explanation why primary care givers in the B cohort are more likely to have completed high school than those in the K cohort?
(7) Figure 2 : Could the authors explain why there is a "dip" in prevalence between ages 5 and 7 in both the cohorts?
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The manuscript is based on well-known two cohorts of Australia, and their data are reliable. But there are some questions:
1.the abstract the third goal is a bit abrupt. Can the diagnosis of ASD be replaced by the parent report? >We have reworded the third goal, please refer to the abstract, page 2. We have been careful throughout the manuscript to qualify any use of diagnosis with parent/teacher "report".
2. the two cohorts especially B cohort, had children with ASD been trained in intervention? which will affect the results of symptoms and symptoms reported by teachers and parents. This manuscript is not explained in this regard. >Unfortunately there is not information in the study about autism intervention. We have added this as a possible explanation for the milder presentation in the discussion, refer page, 13.
3. It will affect their reporting that parents and teachers' understanding for ASD. This is only to remind the authors to pay attention to reporting bias. >We have added a comment in the discussion re parent and teachers having a different understanding of ASD, refer page 11.
4. "Prevalence" should be based on the premise of standardized diagnosis. Whether the teacher report can be used as a substitute for ASD diagnosis is questionable. > We have defined what type of prevalence we are referring to -teacher and parent reported, and have clarified that these are not clinician verified diagnoses in the limitations sections. We have been careful throughout the manuscript to qualify any use of diagnosis with parent/teacher report or categorisation.
5. Figure 1 should Thank you for the opportunity to review this manuscript examining the prevalence of ASD in two nationally representative Australian birth cohorts. The authors compared parental report of an ASD diagnosis with teacher report of special education placement across two cross-sectional cohorts of children. This study found that ASD prevalence by both parent and teacher reports were higher in the more recent birth cohort (2003/2004 births) compared to the earlier birth cohort (1999) (2000) when all children were followed up to 10-11 years of age (2014 for B cohort and 2010 for K cohort) and notably higher by parental compared with teacher report. The authors conclude that diagnosis of children with milder emotional/behavioral problems and diagnostic substitution may contribute to increased ASD prevalence in the more recent birth cohort.
This is an interesting paper and well written paper that could benefit from consideration of a number of items:
• Figure 1 is intriguing. If I am interpreting it correctly, this figure appears to be presenting the prevalence of ASD following the B and K birth cohorts as they age and comparing parent and teacher reports. If this is correct, additional focus should be given to this information. The remainder of the paper is assessing children cross-sectionally at 10-11 years comparing two cohorts born 4 years apart. While the study design afforded the cohort equal follow-up time by assessing prevalence at age 10-11, the last year for assessment of the K cohort was 2010 and for B cohort was 2014. I believe that this is an important methodologic issue as community awareness of ASD among both parents and teachers may have increased substantially between 2010 and 2014. This may also be differential by parent vs. teacher report. It is interesting that the prevalence among 8-9 yr olds and 10-11 yr olds in the teacher K cohort was stable while it increased linearly for the teacher B cohort at these ages and was stable in this group between 6-7 yr olds and 8-9 yr olds. This may suggest a "catch up" effect with respect to placement of children in an autism special education category as the B and K cohorts were assessed within potentially different contexts (2014 vs. 2010 ). This issue should be presented and discussed. >We have added into the discussion the potential impact of community awareness, refer page 12. We have also further described Figure 1 in the results section, page 8. We have added information about the year and age differences between the two cohorts, refer page 8.
• While authors do discuss the fact that the teacher prevalence likely reflects objective and strict eligibility requirements for specific special education classes, they do not suggest that this may account for some of the lower teacher vs. parent reported prevalence. The discussion states that about 1/3 of the children with parent reported ASD were also reported by teachers to have ASD, but it isn"t clear whether this was an aggregate difference or an actual assessment of the number of children identified by both. If the authors were able to do the latter, it would be informative to assess whether they are higher functioning children with ASD and how this changed over time. This information would better serve the proposed conclusions. >We agree with this suggestion and have provided information about the number of children who were identified by both parent and teachers to have ASD at 10-11 years (39% in the B cohort, 36% in the K cohort). We have also compared the behaviour and cognitive profiles as suggested which indicate that children in the B cohort who have a parent only diagnosis have a milder behavioural presentation than those in the B cohort who have a parent and teacher agreed diagnosis, supporting the possibility that parents are categorising milder cases as ASD in the B cohort. Refer Table 4 and see page 10 of the results and page 14 of the discussion. This has also resulted in modifications to the objectives of the study in the abstract and introduction.
• With respect to substitution of special education category placement, the main analysis does not follow the children longitudinally to accurately assess whether potential substitution of special education placement is occurring. For example, if a child is placed in an emotional/behavioral class at age 6-7 and is then moved to an autism class by age 10-11 and prevalence of ASD is measured at both time points with autism prevalence increasing at age 10-11 with emotional/behavioral decreasing this would be a reflection of substitution of special education placement. Currently, the assumption is that the characteristics of the population are the same such that the substitution of placement categories is due to greater awareness of autism and use of it more frequently as a placement category. Yet, the authors present that the 10-11 year old cohorts are not entirely similar. More specifically, the differences in the behavioral profiles of the cohorts could appropriately account for the changes in special education placement. In addition, using the term "diagnostic" substitution is not entirely accurate as the authors are not using a diagnosis of autism, etc. rather placement in special education. >We have added information following the children longitudinally from 8-9 to 10-11 years to explore category change. While individual switching is not greater in the B cohort, there are more children under the ASD category in the B cohort at 10-11 than the K cohort at 8-9 indicating ASD is a more recently preferred category. Refer pages 10,11 and 14. This has also resulted in modifications to the objectives of the study in the abstract and introduction.
• In the Tables, it is very difficult to discern and compare the populations for the various characteristics and outcomes because a range is given for the sample sizes due to varying degrees of missing data. This should be revised and 1 complete sample should be represented and the authors can discuss any differences among those missing data. >The format we have used is increasingly common and we decided to present it in this way to allow direct comparison to our groups prior publication of this data when the children were 6-7 years.
• Table 3 categorizes children into moderate-severe ASD, mild ASD and No ASD. It is not easily discernable whether the distribution of severity differs between cohorts B & K. It would be helpful to include a column of ASD overall to easily compare the 2 cohorts by severity and the various characteristics. >As suggested we have added columns of all ASD by cohort to compare the two cohorts, refer Table  3 .
• The Strengths and Limitations bullets do not specifically address the strengths of the study >These have been updated to add strengths see page 3.
Reviewer: 3 Reviewer Name: Santhosh Girirajan Institution and Country: Pennsylvania State University, United States Competing Interests: None declared Author summary: May and colleagues assess data from two nationally representative cohorts of children at ages 10-11 years, and evaluate the changes in ASD diagnosis, other clinical features, and demographic features. They find that prevalence of ASD is higher in the K cohort compared to the B cohort consistent with the published data, and that calculated from teacher reports is higher than the prevalence from parent reports. The authors also find clues for possible diagnostic substitution as children in the K cohort had a higher frequency of behavioral and emotional features compared to the B cohort.
(1) Because the study has data collected from parent and teacher reports from two cohorts (K and B), it is sometimes hard to keep track of the comparisons, and the interpretation of the results. >We agree that the information is complex and we have modified and added subheading through the results and discussion to improve the clarity of the results.
(2) It would be useful if the methods section and the results are re-organised, and clarify what exactly is the "take-home" message from comparisons of parent and teacher reported prevalence, and prevalence difference between K and B cohorts. Also, the results have been reported and discussed for parents and teacher groups separately, while the conclusion is generalized. Does the conclusion also apply to parent and teacher reported diagnoses independently or are the authors only interested in the combined metric? >We have now added comparisons of teacher/parent agreed and parent only reported ASD cases which was also requested from Reviewer 2. This added information improves the "take-home" message with abstract, and discussion sections updated accordingly. We have restructured the discussion to improve clarity.
(3) The stark differences in the prevalence rates reported by parents and teachers has been attributed to the differences in the survey methods and questions. But they have not been explored in depth the bring out the following biases, a) Dramatic differences in the context in which the questions were posed to the teachers vs. parents. i.e., parents were asked a direct question about a disease, whereas teachers were asked questions about the need for specialized services. >We agree. This is information is available on page 13. b) The number of disorders (3 vs.9), the level of granularity of the discomforts associated with the disorders and the order in which they were listed are very different between parents and teachers. This is bound to skew the responses in different directions. >As suggested, we have added further discussion of the level of granularity to the discussion, refer page 13. c) Though the paper talks about the DSM-5 manual that was released in 2013, it could highlight the fact that the B cohort were assessed in 2014 after DSM-5 was published. This is important because expansions were made to the diagnostic criteria for Autism Spectrum Disorder in the DSM-5 manual. This expansion includes the classification of "Asperger"s syndrome" as an Autism Spectrum Disorder. Attributing effect of this particular change (as well as other related changes) to the increase in diagnosis could help draw robust conclusions. >As can be seen by the age of diagnosis (see Figure 2 ) most of the children in the B cohort were diagnosed prior to the DSM-5 release (ie. under the age of 9). Hence this is not likely to have impacted significantly. We have added a comment re this on page 13 of the discussion. These biases matter because the results are generalized to be applicable to the combined results of parent/teacher reported measure between two cohorts. This also renders the charts that make direct comparison between parents and teachers ineffective. At least the authors should discuss these points up front in the limitations and in the discussion. >As suggested we have added information about these potential biases to the discussion. We have also added results (at the request of reviewer 2) which we hope also addresses some of these potential biases or associations.
(4) The study doesn"t account for the effect of the change in public awareness of Autism over the past two decades, which could have resulted in the increase in diagnoses. >This is mentioned in the introduction, and we have now added it to the discussion as a possible explanation for the higher rate in the later born cohort, refer page 12.
(5) The paper could have provided a few suggestions on addressing the social and economic implications of the rise in prevalence numbers due to various factors that lead to this increase. >We agree and have added further information about the economic implications which occur in the context of a new disability scheme being rolled out in Australia, refer page 13. (6) There are some aspects in the paper that need further clarity in description or removed to avoid confusion. For example, the description of "waves of data collection" is not clear. Also, the context of assessing "remote" versus "non remote" location is not clear. Similarly, is there an explanation why primary care givers in the B cohort are more likely to have completed high school than those in the K cohort? >Thank you for these suggestions. A wave of data collection is a time point of data collection which has been added to the description to make this clear, refer page 5. We have added information about remoteness, refer page 6. The difference in education levels between the primary carers of children with ASD in the K and B cohorts is in the whole sample (and reflects a known difference in the LSAC cohorts) and is not unique to the ASD groups. This has been updated in the results to clarify, page 9.
(7) Figure 2 : Could the authors explain why there is a "dip" in prevalence between ages 5 and 7 in both the cohorts? >We speculate that this may relate to peak in diagnoses just prior to/at school entry where diagnostic assessments are done to enable children to have access to special education and educational adjustment programs and could also relate to the launch of the new funding which caused a peak followed by a trough. We have added this in the discussion, refer page 12.
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The authors have adequately addressed my concerns. I am happy with the revised manuscript.
